INTRODUCTION
The bronchial lesion reported histologically as 'carcinoma in situ' (CIS) is challenging because it is mandatory to decide what kind of treatment should be administered. The choice lies between a follow-up approach in the case of endobronchial dysplasia and an aggressive approach if the lesion is defi ned as invasive carcinoma. We present three patients with CIS where the treatment was different but the end was successful.
CASE REPORT

CASE 1
A 70-year-old man was admitted to the clinic with complaints of bloody sputum after symptoms of fl u. He lungs. Oxygen saturation was 96% and FEV1 -33% predicted value. The chest X -ray showed pulmonary emphysema (Fig. 6) . Bronchoscopy found bleeding infi ltration at the eperon between left B1 and B2 (Fig. 7) . Forceps biopsy histology showed a piece of bronchial wall with high grade dysplasia to carcinoma in situ and invasive carcinoma (Fig.  8) (Fig. 9) . (Fig. 10) .
The same pattern was found on the chest CT scan.
During bronchoscopy a foreign body was found -a transparent plastic piece partly obstructing the right lower lobe bronchus and the middle lobe bronchus (Fig. 11) (Fig. 12) .
A control bronchoscopy was performed after one month and fl uorescence moderately positive eperon of the middle lobe bronchus was found without other changes (Fig. 13) . Forceps biopsy was done again. The result was infl ammatory changes of the mucosa (Fig. 14) . After 5 months the investigation was repeated and the result was the same -infl ammatory changes. 
DISCUSSION
As a rule, the prognosis of carcinoma in situ 0 stage is excellent, especially in comparison with the results of the other stages of lung cancer (74 -91% 5-year survival rate). 1 The classifi cation of premalignant lesions 2 is shown in Table 1 . It can be seen that the mucosa has to go through certain changes before reaching the critical point that we are discussing. There are different opinions especially on this point. P. George et al. think that treatment should be postponed while the radiological and histological approvals for progression to invasive carcinoma emerge. 3 Others conclude that the key point is appearance of angiogenesis, which expresses the change of the lesion from intraepithelial to submucosal. 4 Then a change in the color of the mucosa in autofl uorescence bronchoscopy takes place. As a comparison, only 29% of CISs have been discovered by white light bronchoscopy. 5 In the fi rst case we applied only endobronchial treatment, one session and a few bronchoscopies. Furthermore, the patient denied open surgery. Such an approach is applied routinely by different authors, but the most prominent center is T. Sutedjas's in Amsterdam. 6 Other authors speculate with the place of CIS placing it together with moderate and high grade dysplasia in the group of preinvasive lesions. 7 There is an opinion that this group of changes can progress spontaneously and regress also. 8 The autofl uorescence bronchoscopy was used to follow up the patient's scar (Fig. 4) .
In the second case open surgery was applied and probably this was the best approach because the histological result from the surgery specimen showed invasion of submucosa. In these cases, defi nitely the surgery has advantages to use. 10, 11 In the third case, the healing was an accidental case by extraction of the tumor along with the forceps biopsy. A similar case was described by R. Snyder. 12 Here the control bronchoscopy was done in an autofl uorescence mode (Fig. 14) . In this regard the latter has advantages for treating CIS lesions than white light bronchoscopy. 
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